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- Complaint investigation #30468 was completed
- at Fairpark Healthcare Center on September 18, |
1 2012. No deficiencies were cited under 42 CFR
! PART 482, Requirements for Long Term Care
: Facilities. '
|
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days following the date these documents are made available to the facility. If deficiencias are cited, an approved plan of correction is requisite to continu
program participation.
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